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Abstracts / Osteoarthritis and Cartilage 21 (2013) S63–S312 S277improving muscle strength. However, this approach has yielded only
moderate improvements in pain and function. Muscle power, the
product of force and velocity, is an important aspect of muscle perfor-
mance that is critical for the performance of functional tasks. However
the relationships among strength, power, and function in people with
knee OA is unknown. Therefore, the purpose of this study is to quantify
the relationship between physical function and lower extremity muscle
1) strength and 2) power, as well as the components of power (force and
velocity).
Methods: Thirteen individuals (12F, 1M; 59.08+11.26yrs; 1.66+0.061m;
89.04+14.28kg) with physician-diagnosed knee OA participated. Phys-
ical function was assessed by the function subscore of the Western
Ontario McMaster Osteoarthritis Index (WOMACf), along with the Get
Up and Go (GUG), ascent and descent of 8 stairs (STAIR), and timed chair
rise x 5 (CHAIR). Functional tasks were timed and recorded in seconds.
Strength was determined as the one repetition maximum (1RM) during
the leg press exercise. Power and its components (force and velocity)
were determined at 40, 50, 60, 70, 80, and 90% of 1RM. During power
testing, individuals were asked to perform the leg press as fast as
possible during 3 individual repetitions at each load. Maximum values
for force, velocity, and power were found during each trial, with the
maximum values across all loads being used for analysis. Pearson
Product Moment Correlations were used to assess relationships among
1RM, power, force, and velocity, and functional outcomes. Partial
correlations were then used to assess the relationships while control-
ling for the inﬂuence of strength.
Results: Mean and range values were computed for physical function
assessments (WOMACf mean ¼ 30.54, range ¼ 15-46; GUG mean ¼
11.43, range ¼ 7.14-19.54; STAIR mean ¼ 17.46, range ¼ 8.5-45.71;
CHAIR mean ¼ 14.62, range ¼ 7.03-23.66). 1RM was not signiﬁcantly
correlated with WOMACf, GUG, STAIR, or CHAIR. Maximum power was
associated with the time needed to complete the GUG(r¼-.636, P¼.019),
such that higher power was associated with faster performance.
Maximum velocity was associated with the time to complete the GUG
(r¼-.601, P¼.030) and CHAIR (r¼-.600, P¼.030). Maximum force during
the power tests did not signiﬁcantly correlate with any measure of
physical function. After controlling for strength, the association
between maximum power and the time to complete the GUG remained
(r¼-.627, P¼.029), as did the association between maximum velocity
and CHAIR (r¼-.607, P¼.036). No other partial correlations were
signiﬁcant.
Conclusions: In this small sample, strength andmaximum force did not
correlate with anymeasures of physical function. However, the negative
correlations between maximum power and GUG, and between
maximum velocity and STS, indicate that as power and velocity
increase, the time needed to complete the functional tasks decreased.
These associations remained strong even after accounting for strength.
These results suggest that lower extremity muscle power is more
closely related to function than is muscle strength. Furthermore, they
suggest that improving strength alone may not be most beneﬁcial at
improving physical function in patients with knee OA. Interventions
speciﬁcally designed to improve lower extremity muscle speed and
power, rather than strength, may be more advantageous in improving
overall physical function.
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RELATIONSHIP BETWEEN KNEE CONFIDENCE AND PHYSICAL
FUNCTION IN PEOPLE WITH KNEE OSTEOARTHRITIS AFTER
ANTERIOR CRUCIATE LIGAMENT RECONSTRUCTION
H. Hart y, N.J. Collins y, D.C. Ackland y, K.M. Crossley z. yUniv. of
Melbourne, Parkville, Australia; zUniv. of Queensland, St Lucia, Australia
Purpose: Post-traumatic knee osteoarthritis (OA) is common after
anterior cruciate ligament reconstruction. For individuals with OA after
anterior cruciate ligament reconstruction, low knee conﬁdence may be
related to physical function. Knee conﬁdence can be assessed with the
Knee Injury and Osteoarthritis Outcome Score (KOOS) using a question
concerning howmuch the individual is troubled by lack of conﬁdence in
their knee. Kinesiophobia, or fear of re-injury due to movement, has
been reported to be lower after anterior cruciate ligament reconstruc-
tion, but no studies have evaluated this in those with post-traumatic
knee OA.
AIMS: This study aimed to: (i) evaluate knee conﬁdence and kinesi-
ophobia in people with and without OA after anterior cruciate ligament
reconstruction; and (ii) investigate the relationship between kneeconﬁdence and physical function in those with OA after anterior
cruciate ligament reconstruction.
Methods: 50 participants, 5 - 12 years post anterior cruciate liga-
ment reconstruction: 30 participants (14 male, 16 female, age 45 
11yrs, height 172  8cm, and body weight 78  14kg) with radio-
graphic OA; and 20 people without OA (14 male, 6 female, age 40 
8yrs, height 171  8cm, and body weight 79  15kg). All participants
completed the knee conﬁdence question from the KOOS. All partic-
ipants with OA also completed the KOOS-ADL to evaluate patient
-reported function, the Tampa kinesiophobia scale, and physcial
performance on three functional tasks (hop for distance, one leg rise,
side to side hop test).
Results: People with knee OA after anterior cruciate ligament recon-
struction had signiﬁcantly worse knee conﬁdence (p¼0.014) and
kinesiophobia (p¼0.006) than those without OA. Lower knee conﬁ-
dence was associated with lower score on the KOOS-ADL and Tampa
kinesiophobia scale, and reduced performance on the hop for distance
(p¼0.007), one leg rise (p¼0.002) and the side to side hop (p¼0.002)
tests
Conclusions: Individuals with knee OA following anterior cruciate
ligament reconstruction reported lower knee conﬁdence than those
without and lower knee conﬁdence was associated with poorer self-
reported and performance-based function. While the temporal rela-
tionship between knee conﬁdence and function needs to be conﬁrmed
in future studies, it appears that addressing deﬁcits in perceived
conﬁdence may aid in increasing functional performance.
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PATIENT-REPORTED OUTCOME SCORES FOR HIP ARTHROSCOPY
DEMONSTRATE ADEQUATE PSYCHOMETRIC PROPERTIES
J.L. Kemp y, N.J. Collins z, E.M. Roos x, K.M. Crossley y. yUniv. of
Queensland, Brisbane, Australia; zUniv. of Melbourne, Melbourne,
Australia; xUniv. of Southern Denmark, Odense, Denmark
Purpose: Hip arthroscopy is a relatively new procedure, commonly
used to treat intra-articular hip pathology including early hip osteoar-
thritis. Patient reported outcomes (PROs) are considered to be the gold
standard when evaluating outcomes in such surgical populations, yet
the psychometric properties of commonly used PROs in people under-
going hip arthroscopy have not been established. Therefore the aim of
this study was to evaluate the reliability, validity, acceptability and
responsiveness, and determine the minimal clinically important change
(MCIC) of ﬁve PROs which are commonly used for hip arthroscopy. PROs
evaluated included the Copenhagen Hip and Groin Outcome Score
(HAGOS), Hip Osteoarthritis Outcome Score (HOOS), Hip Outcome Score
(HOS), International Hip Outcome Tool (iHOT-33) and Modiﬁed Harris
Hip score (MHHS), in a hip arthroscopy population 12-24 months post
arthroscopy.
Methods: Adults aged 18-60 years who had undergone hip arthros-
copy 12-24 months previously (age 3711 years; height 1.740.10
metres (m); weight 7612 kilograms (kg); body mass index (BMI)
26.57.9 kg/m2); and age-matched controls (age 3511 years; height
1.7110 m; weight 6813 kg; BMI 23.23.6 kg/m2) participated in
this study. Questionnaires were completed on one occasion by both
groups; on a second occasion by the hip arthroscopy group 3 to 10
days later to determine test-re-test reliability; and on a third occasion
by the hip arthroscopy group 9 to 12 months later to determine
responsiveness and calculate the MCIC. Those in the reliability and
responsiveness arms were blinded to the results of the original
questionnaires. Test-retest reliability (ICC) and standard error of
measurement (SEM) of each PRO was evaluated, as well as content
and construct validity of each PRO. The minimal detectable change
(MDC), ability to detect a difference between groups, and acceptability
(ﬂoor and ceiling effects) of each measure was calculated. Further-
more, the responsiveness of each measure was calculated and the
MCIC determined.
Results: The test-retest reliability of all PROs was excellent (ICC 0.91 to
0.97), with the SEM less than 7% (range ¼ 3.0-6.9%) and the MDC less
than 20% (range ¼ 8.3 - 19.1%). The construct validity of all PROs was
acceptable. The content validity of the PROs was varied, with only the
HOOS, HAGOS and iHOT-33 having known acceptable content validity.
All PROs demonstrated a high ability to detect a difference between the
hip arthroscopy and control groups. No measures demonstrated a ﬂoor
effect; however the MHHS, as well as subscales relating to ADL of the
HOOS, HOS and HAGOS, demonstrated ceiling effects. The HOOS, iHOT-
